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A 21-year-old male, presented with dull aching chest pain, shortness of breath. CECT thorax reveals
lobulated mediastinal mass containing soft tissue predominantly in superior and anterior mediastinum
with a few foci of calciﬁcation seen along septae. CT guided FNAC was suggestive of teratoma. The patient
underwent surgical resection.
 2009 Elsevier Ltd. All rights reserved.1. Introduction
Germ cell tumors occur most frequently in the gonad but can
rarely occur in extragonadal locations, usually in or near the
midline. Germ cell tumors in the gonad are thought to originate
from multipotential primitive germ cells. Extragonadal germ cell
tumors may arise from similar cells that are ‘‘misplaced’’ along
midline structures during their migration from the yolk endoderm
to the gonad during early embryogenesis.1
Mediastinal germ cell tumors are rare and represent approxi-
mately 1–3% of all germ cell neoplasms.2
2. Case report
A 21-year-old male, presented with dull aching chest pain, right
side of the chest, non-radiating, without any postural relationship
and shortness of breath. Night fever and perspiration were
accompanying symptoms. Physical examination revealed
decreased breath sounds in lower zone of right lung.
Patient underwent following investigation – Hb-9.0 g%, Total
Leukocyte Count 10,000/cumm, differential count P70L29E01B00,
and erythrocyte sedimentation rate 10 mm in 1st hour.
Posteroanterior chest radiograph revealed a large, smooth edged
opacity between rightpulmonaryhilus and rightdiaphragma.Opacity
was giving silhouette right diaphragm and heart (Fig. 1). The contrast
enhanced computed tomography (Fig. 2) shows a 5.5 5.0 4.5 cm,om (M. Shameem).
rved.heterogeneous, lobulated mediastinal mass containing soft tissue
predominantly insuperiorandanteriormediastinumwitha fewfociof
calciﬁcation seen along septae. The mass also shows focal loss of at
plane with superior vena cava although no deﬁnite evidence of inva-
sionwasnoted.Thevisualized lungﬁelds, bonystructures, liver, spleen
and adrenals were normal on other images. The serum alpha feto-
protein (AFP)was 7.8 ng/ml (reference range< 8.4 ng/ml), ß-HCG and
LDHwere normal. A bilateral ultrasound of the testiswas normal. The
provisional diagnosis ofmature teratomawas offeredwith alternative
diagnosis of thymoma. FNAC was performed and this conﬁrmed the
diagnosis of mature teratoma in this patient.
3. Discussion
The anterior mediastinum is the most common location of
extragonadal germ cell tumors.3,4 Mediastinal germ cell tumors
represent approximately 15% of antenor mediastinal tumors in
adults and 24% in children.
Benign germ cell tumors occur in male and female patients with
equal frequency. However, malignant germ cell tumors occur
predominantly inmale patients.2 Themost common histologic type
of mediastinal germ cell tumor is mature teratoma followed by
seminoma.2
Mature teratomas are slow-growing, benign neoplasms of the
anterior superior mediastinum that usually arise near the thymus
or within the thymic parenchyma.4 Patients with mature teratoma
are usually young adults; however, children are also affected. Male
and female patients are affected equally.4They are composed of
well-differentiated tissues derived frommore than one of the three
embryonic germ cell layers.1
Fig. 1. Posteroanterior chest radiograph revealed a large, smooth edged opacity, giving
silhouette right diaphragm and right heart border.
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the tumor is discovered incidentally on chest radiographs obtained
for other reasons.5 Large tumors may produce symptoms due to
compression of mediastinal structures. Patients may present with
cough, dyspnea, chest pain, or pulmonary infection. Young infants
with large tumors may present with respiratory distress. Rarely,
these tumorsmay rupture or erode into adjacent structures, such as
the pleural space, the pericardium, the lung, or the tracheobron-
chial tree. In these instances, pleural effusions, pericardial effu-
sions, lipoid pneumonia, or expectoration of oily substances or hair
(trichoptysis) may occur.4,6,7 Pneumothorax and acute cardiac
tamponade have also been reported.1
The typical radiographic appearance of mature teratoma is that
of a rounded, sometimes lobulated anterior mediastinal mass with
the borders of the mass sharply marginated against the adjacent
lung. Calciﬁcation has been reported in approximately 20–43% of
cases and may be central, curvilinear, or peripheral.5,7 The radio-
graphic visualization of teeth is pathognomonic of teratoma.8 The
presence of a fat-ﬂuid level is considered speciﬁc for the diagnosis
of teratoma but is seldom seen radiographically.9Fig. 2. The contrast enhanced computed tomography shows a 5.5 5.0 4.5 cm,
heterogeneous, lobulated mediastinal mass containing soft tissue predominantly in
superior and anterior mediastinum with a few foci of calciﬁcation seen along septae.Computed tomography (CT) is the modality of choice for the
diagnostic evaluation of these tumors. It exquisitely shows the
location and extent of the tumors as well as intrinsic elements
including soft tissue, fat, ﬂuid, and calciﬁcation.10 Mediastinal
mature teratomas typically manifest on CT as heterogeneous sharply
marginated, spherical or lobulated anterior mediastinal masses
containing soft tissue, ﬂuid, fat, or calcium attenuation, or any
combination of the four. Fat-ﬂuid levels, considered highly speciﬁc
for the diagnosis of mediastinal mature teratoma, are uncommon.
CT is also useful in the evaluation of adjacent structures.
Complications such as rupture into the pleural space or pericar-
dium with associated effusions can be evaluated.7 Rupture of the
teratoma can also be suspected if the wall of the lesion appears
disrupted and consolidation is evident in adjacent lung ﬁeld.11
It has been reported that presence of pancreatic enzymes inside the
tumors might lead to their rupture.12 Malignant transformation
must be ruled out if contrast enhanced CT scanning reveals
a non-homogeneous cystic mass with a fat or oil component and
a thick wall with calciﬁcation with invasion of the pericardium
and great vessels.13
On Magnetic Resonance Imaging (MRI), mature teratomas
appear of heterogeneous signal intensity containing mixtures of
fat, water, soft tissue, and calciﬁcation.14 Visualization of fat as an
area of increased signal intensity on T1 weighted imaging is useful
in determining the diagnosis.15 MR is sensitive in depicting the
inﬁltration of adjacent structures by fat plane inﬁltration and is
performed as an ancillary study.10
The patient underwent surgical excision. The treatment of
mature teratoma consists of complete surgical excision of the mass.
The prognosis is very good and 5-year survival rates approach 100%,
in contrast to the prognosis of immature teratomas, which may
exhibit an aggressive behaviour in adults and may have a poor
prognosis.4
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